omprehensive medical and hospital insurance systems have been in place across Canada for more than a generation. In fact, 2002 marks the thirtieth anniversary of the completion of provincial plans. Increasingly, a sense of uncertainty regarding the quality of service and sustainability of Canadian medicare is being expressed by the public (Milne 2001) and providers (Medical Post 2001) . Additional evidence of this concern is found in the current proliferation of federal and provincial healthcare inquiries and advisory bodies (Commission on the Future of Health Care in Canada 2001) .
One of the more frequently cited problems with healthcare is access to medically necessary services. Evidence of this is manifest in the existence of long waits for elective or planned care. Assuming that a patient is placed on a waiting list for a service because it is medically necessary and will be beneficial, untoward delays may result in harm to that patient. In addition to prolongation of pain, other forms of suffering, and interference with one's normal activities, a protracted wait may result in a poorer outcome and reduced benefit when the service is finally received (Sanmartin 2001) . Furthermore, the uncertainty associated with the wait itself, particularly if a date for the procedure has not been set, can be frustrating and anxietyproducing for the patient and family members.
Beyond health-related concerns are doubts about the fairness of the system. Public expectations about access to health services are not being met, and no plausible or acceptable policy response has been forthcoming. A frequent reaction by government to acute problems in access has been to direct supplementary funding to ameliorate the current crisis situation. While this episodic funding approach may provide temporary relief, it is neither a sustainable nor a satisfactory long-term solution, and may even make matters worse (McDonald et al. 1998 ).
An innovative approach to managing waiting lists and access to elective care, and one that is more fair and consistent with the "guarantee of access" as stipulated in the Canada Health Act (Health Canada 2001), has been developed by a partnership of medical associations, provincial ministries of health, regional health authorities and research centres.
Operating as the Western Canada Waiting List project (WCWL) this group has developed beta versions of waiting list prioritization tools in five problematic clinical areas: hip and knee joint replacement; cataract removal surgery; general surgery; children's mental health services; and MRI scanning (Noseworthy et al. 2002) .
These five tools are currently being pilot-tested and refined in selected western Canadian health regions. They put into practice the belief that access to publicly funded healthcare should be priorized primarily on the basis of a valid and reliable measure of urgency of a patient's condition, together with the likelihood of benefit from the service (Hadorn et al. 2000) . The WCWL tools are concise point-count scoring systems akin to the APGAR score or Glasgow Coma Scale, commonly used in clinical practice to predict survival of a newborn (Apgar 1966) or the extent of a brain injury, respectively (Teasedale and Jennett 1974) . Each tool consists of between five and 17 weighted clinical and patient-derived criteria, which add up to a total maximum of 100 points (describing the most urgent case). For illustration purposes, Table 1 presents the criteria that make up the prioritization tool for general surgical procedures. Each of the five tools was developed and refined by a separate multidisciplinary clinical panel, then subjected to validity and reliability testing, as described in detail elsewhere (WCWL 2001). 
OBJECTIVE
Because these priority-setting tools were developed to benefit the patient, consultation in the form of public opinion focus group sessions was undertaken. This consultative process sought the public's views in three areas:
• the current situation as regards waiting for elective or planned procedures; • the current system of assigning priority to patients on waiting lists; and • the acceptability and appropriateness of WCWL tools and their implementation.
METHODS
Focus group methodology was selected for this consultation because it provides the opportunity to explore contemporary issues in an informal setting and has proven effective in gauging the views of the public in specific areas (Abelson et al. 2001) . Sampling by random digit dialling was employed in seven western Canadian urban centres yielding a non-representative sample of the general public in each. Individuals employed by an advertising or market research agency, in the healthcare system or in the media were excluded. Ipsos-Reid Canada was retained to complete the work. Members of the WCWL project participated as observers and were not directly involved in the sampling or the public discussions. Sessions were held in Victoria, Vancouver, Calgary, Edmonton, Saskatoon, Regina and Winnipeg.
In the course of recruitment, prospective participants were asked to state their level of concern about the current state of waiting for elective services on a five-point scale ranging from "1 not concerned" to "5 very concerned." Those responding at levels "1" and "2," indicating a relative lack of concern, were not included in the sample. Information about age, sex, highest completed level of education and estimated total annual household income was collected to assist in assembling groups with a broad socio-demographic profile.
To gain additional insight into the make-up of the focus groups and the extent of their knowledge of the system, participants were asked if they or a member of their immediate family had ever been on a waiting list for one or more of the five WCWL clinical areas of interest. An honorarium of $50 was provided to cover cost of transportation to and from the meeting site and other incidental expenses.
To assure consistency in data collection, a standard guide was prepared and followed by one experienced moderator who conducted all sessions. The protocol called for a brief introduction about the focus group process, followed by a discussion of how waiting lists are currently organized and managed. Two different WCWL tools were presented at each session, and participants were encouraged to offer their opinions on appropriateness, acceptability and implementation.
RESULTS: THE SAMPLE
The telephone recruitment process resulted in seven groups of 10 potential participants, of which 66 (94%) presented themselves at the appointed time and place. (One session was held in each of the following cities: Victoria, Vancouver, Calgary, Edmonton, Saskatoon, Regina and Winnipeg.) Table 2 presents selected characteristics of the combined sample.
No attempt was made to construct a representative sample of the general public. Table 2 illustrates the extent of diversity achieved by the sampling process. With respect to personal experiences with waiting for an elective procedure, Table 3 shows that, on average, six of the 10 members reported direct experience. While participants tended to report that they were unaware of how waiting lists are actually created and managed, their views, supported by personal experience and reports in the media, were consistently and strongly negative. Lists were frequently described as too long, inconsistently managed and subjective. When asked to explain why waiting lists exist, a common response across all seven centres was that there was a shortage of resources to meet patients' needs. Lists were seen as necessary, but at the same time concern was expressed about queue jumping and cancellations rendering the process unfair.
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RESULTS: VIEWS OF CURRENT METHODS OF SETTING PRIORITY
Participants were asked what criteria ought to be used to determine priority on a list, and whether they believed these factors were currently being used. Factors reported to be important and also in use included "risk of dying" or "deterioration of condition without the treatment." The single factor most participants found unacceptable was "doctor's connections." A number of criteria were identified for which there was disagreement as to whether these should affect priority on waiting lists. These included age, duration of illness, "first-come-firstserved," cost to society while waiting, severity of pain, number of dependants and whether the patient has the ability to pay for the procedure. Consistent across all seven focus groups was the concern that the current methods of prioritization are not well known and may not be fair.
RESULTS: VIEWS OF THE WCWL APPROACH TO PRIORITIZATION
Two of the five WCWL prioritization tools were presented for discussion in each session. The general surgery tool was presented to five of the groups as a benchmark. While they may not have the expertise to assess the clinical characteristics of the tools, focus group members brought a "common sense" point of view, as well as the perspective of patient, citizen and taxpayer. There was strong overall support for prioritization for elective services based on standardized criteria, and for implementation once development and refinement had been complete. The five individual tools were judged to be relevant and appropriate, and the participants were prepared to be scored by this system if the need for elective care arose. However, some of the criteria were judged to be highly subjective, and participants suggested that standards be developed to differentiate, for example, levels of intensity of pain, ranging from mild to severe.
Participants expressed a high level of trust that the physician could accurately describe the patient's condition using these priority criteria. Moreover, it was felt that the physician, not the patient, should complete the priority forms, based on findings from the clinical assessment, as well as from information in the referral note. Furthermore, physicians should be held accountable for their assessments and subsequent interventions, and their work could be audited. It was felt that it would be impractical to audit a system of patient scoring.
Sessions were wide-ranging, and there was considerable debate on how factors such as age (choosing between a younger and an older patient needing knee joint replacement) and lifestyle (choosing between a smoker and a non-smoker with otherwise equal urgency for cancer surgery) should be considered. The known variability in individuals' tolerance of pain and anxiety was acknowledged, and concern was expressed about the frequent complainer who receives service before a patient of higher priority. There was no resolution on such issues.
Focus group participants identified some concerns that require solution prior to implementation of the tools by a regional health authority. Gaming of the system by either the patient or the physician was identified as problematic. Views were divided on whether patients should be advised of their score and, if that were the case, how to obtain and deal with a second opinion yielding a different score. Similarly, issues such as how to choose between patients with an identical score were discussed, again without resolution. Concern was expressed that a patient with a particularly low score may remain on a list indefinitely and not receive service. One response to this situation allows a patient to accrue points while waiting and ultimately reach a threshold for treatment (Bellan and Mathen 2001) . Alternative suggestions included putting a maximum waiting time constraint on the system within which the procedure must be completed. The generally preferred solution called for the development of standardized time frames for waiting based on the urgency of the case. Knowing this would tend to mitigate anxiety associated with waiting and would be helpful in terms of planning for the event. It was also pointed out that if an individual has a very low score, then perhaps the procedure is not medically necessary at that point in time. Such cases, it was felt, should not occupy a position on a waiting list. Having one's choice of surgeon or hospital was highly valued across all focus groups, but with the understanding that it may add to the time spent waiting.
Day-to-day management of waiting lists was discussed, but no consensus was reached on whether the responsibility should lie with a hospital, a region or an independent third party, possibly operating at a provincial level. List management by individual physicians was not one of the options discussed. There was strong agreement on the issue of standardization. All groups thought that there ought to be consistent application of the tools within any province. Further, it was suggested that consideration be given to the development of a national strategy for waiting list management.
In summary, the seven focus groups provided a consistent message to policy-makers, practitioners and researchers: that the current system is flawed; that priority setting is necessary; and that the WCWL tools presented for their consideration were appropriate and acceptable. . These reforms tend to be institutional in nature and call for the setting up of public advisory bodies and mechanisms for effective communication. Further, this work in the United Kingdom acknowledges that there must be some honesty about the scope of public involvement, and that some decisions cannot be made by the public.
The Western Canada Waiting List project chose not to include the public in the development of the tools, but rather to rely primarily on physicians who would contribute their clinical judgment and expertise. While patients or members of the general public may have made a positive contribution, their participation was neither necessary nor sufficient for development of valid, reliable and clinically transparent wait list management tools.
Once beta versions of the WCWL tools had been completed and implementation in the health regions was seen as feasible, it became clear that the public's view of their appropriateness and acceptability would be most useful. Different groupings of "the public" were considered: patients on a list; patients having recently come off a list; lay members of a regional health board; and the general public. Constrained by time and limited resources, WCWL brought together focus groups of residents of the seven participating health regions to discuss the issues at hand. Selection by random digit dialling resulted in focus groups of varied make-up. These are not assumed to be representative of the general population, and the results of this project are not necessarily generalizable. Nevertheless, the consistency of response from city to city, not to mention the common sense that many of the opinions conveyed, lends credibility to the overall process, adds to the validity of the exercise and gives support to the concept of engaging the public in the formulation of healthcare policy.
The views of the participants in seven public opinion focus groups, while neither right nor wrong, are instructive to federal and provincial policy-makers, to health authorities considering implementation of the priority tools and to researchers. Participants expressed appreciation for being included in the process, which they took to be indicative of an effort to improve the system. One message was very clearly articulated: the pubic expects to be consulted prior to significant health policy decisions being made and to contribute to the process of implementation.
CONCLUSION
The standardized approach to waiting list management developed by the Western Canadian Waiting List project was consistently judged to be appropriate and acceptable to members of public opinion focus groups conducted in seven western Canadian cities. The implementation and evaluation of the waiting criteria is the next step to be taken in an effort to deliver effective health services to those in need. Clearly part of this evaluation would include a determination of whether the public's acceptance of the tools as implemented is commensurate with the levels of support offered in the focus groups.
At the same time, WCWL proposes to develop acceptable waiting times for the priority criteria that have been developed. And because this is so directly related to the delivery of care, the public will be involved from the beginning. A multidisciplinary Waiting Time Panel will guide this work, and a proportion of its make-up will be members of the public. In summary, in matters of health policy development, public involvement is not an option for moving forward; it is a necessity.
